As known, small bowel obstruction is one of the most common emergencies in general surgery carrying a not negligible rate of morbidity and financial expenditures as far as high social impact (1). Peritoneal adhesions are the leading cause of intestinal obstruction up to 74% of cases. In spite of increasing incidence worldwide, current management still presents some "blind corners", whose aspects still claim debate. In fact, notwithstanding guidelines, some issues such as limits of conservative approaches, efficacy and safety of nonoperative strategies as well as the risk of a delayed surgery arise both medical and somewhat legal concerns with an increased mortality rate from 3% to 5% for simple obstructions and 30% for complicated ones (2). Diagnostic and therapeutic aspects seem to be embraced by the use of standardized Gastrografin-based protocols, whose findings are still conflicting (3). Gastrografin, a hyperosmolar oral watersoluble and ionic mixture of sodium diatrizoate and meglumine diatrizoate, promotes shifting of intraluminal fluids and facilitates bowel motility. Its use carries both diagnostic and therapeutic issues. In fact, as CT contrast agent, it facilitates obstruction identification (spatial resolution) and severity (dynamic resolution). Moreover,
according to its biochemical properties, gastrografin ideally promotes mechanical ileus resolution. However, evidences are still unclear resulting in conflicting reports. Biondo et al (4) noticed that contrast agents reduce the operative rate by 35% with a subsequent increased success of conservative approaches of about 7%. Similarly, Di Saverio et al (5) reported a reduction of surgery rates (18.5% vs 45%), hospital stay (4.6 vs 7.8 days) and time-to-resolution of adhesive syndromes (6.9 vs 43 hours). Rahmani et al (6) , in a RCT enrolling 84 adhesive patients, reported only a statistically significant reduction in hospital stay (2.69 vs 4.67, P = 0.000) associated with a reduced, but without any level of evidence, need for surgery (p=0.07). Similar results were published by Srinivasa et al (7) who, in a 10-year retrospective analysis, reported no difference in operative rate between groups (5.2% vs 9.2%, P = 0.10). In spite of these results, Abbas et al (8) showed no reduction in surgery rates, though a reduction in hospital stay was noticed. And so, is it really effective? Are there any biases influencing results or indications? According to these evidences, also the recent World Society of Emergency Surgery Guidelines (9) describes some therapeutic approaches though contrast agents applications still reply only for diagnostic purposes and no levels of evidences have been reported in this regard. Another aspect to consider is the proper indication for a Gastrografin protocol, which could be reserved only in patients without signs of strangulations or closed loop obstructions. For these reasons, related efficacy and safety must be restricted to selected cohorts of patients (i.e. patients without thyropathies due to the risk of exacerbation), as being far from a universal adoption. Moreover, though rare, fearful and life-threatening side effects have also been described with the administration of oral contrast agents, such as haemorrhagic gastritis, bleedings, bowel necrosis or perforations (10) . For these reasons, daily use prior to a careful clinical and radiological evaluation should be discouraged, especially in frail elderly patients in which an induced electrolyte imbalance could exacerbate a pre-existent fragile condition, such as in case
